INTRODUCTION
The full blood count (FBC) is one of the most widely used tests in the evaluation of febrile children, and urgent FBCs are often performed on children admitted with bacterial meningitis. The 
RESULTS

Cases
A total of 202 children admitted with 205 episodes of bacterial meningitis were investigated. The case notes of all but one child were eventually traced. However, the relevant information was missing from nine sets of case notes (including one child who died), and five other children were brought in dead, with only post-mortem details available. All these 14 children were excluded from the study, as no FBC results were available for them.
Information was therefore available for 190 episodes of meningitis, from which 15 children died. Platelet counts were not measured as part of the FBC during the early part of the study, and data were available for 125 episodes.
The median age of the children was 13 months (range 3-168 months). A total of 29 children (15%)/ were admitted to the PICU. Meningitis was caused by the three common childhood pathogens, namely Neisseria meningitidis (n=1 06), Haemophilus influenzae type b (Hib)(n=58), and Streptococcus pneumoniae (n = 26)(see Table 3 ).
FBC results Table 1 shows the proportion of children with results outside the laboratory reference ranges.
Haemoglobin was below the reference range in 51 out of 186 children (27%). However, only seven children (3.8%) were judged to have a clinically relevant anaemia with a haemoglobin level of 1 gd[' or more below the lower limit of normal for age. A normochromic, normocytic blood film was seen in four of these children, three of whom were ventilated on the PICU and received immediate transfusions. The fourth child showed evidence of disseminated intravascular coagulation, and was also transfused several days after admission. Some time later he developed a chronic glomerulonephritis with a persisting anaemia. The remaining three children with clinically relevant anaemia had hypochromic, microcytic blood films. None were admitted to the PICU. Two of these children were investigated: one was found to have sickle cell trait and the other had iron deficiency.
The WBC was raised in 72 out of 190 children (38%). Only eight children did not show signs or symptoms of meningitis or septicaemia on admission. An abnormal WBC could thus have been an early marker for meningitis in these children. However, three children had a normal WBC (5-14 x 109 L-1), one had a low WBC (<5 x 1 09 L-1), and only four children had a raised WBC (.15 x 109 L-1).
Platelet count was low in 19 out of 125 cases (155%). Only one child had a platelet count of less than 50 x 109 L-1, and this result was thought to be spurious, due to a clot in the sample.
Prognostic factors
Of the haematological factors previously reported to be associated with mortality,4'5 only WBC below 
D I S C.U S S I O N
The purpose of performing urgent investigations in children with meningitis is to help establish the diagnosis, to identify the causative organism, to assess the prognosis and to identify any complications requiring immediate treatment. Our study shows that an urgent FBC fulfils few of these functions, and that clinical examination is more likely to provide useful information. Anaemia has been reported in bacterial meningitis, especially that due to Hib9. However, a marked anaemia was present in only seven children (4%) in our study, and urgent transfusion was only necessary in three children ventilated in the PICU. An urgent FBC is thus justified in children with meningitis admitted to the PICU. WBC values were above the reference range in 38% of our cases. However, a raised WBC is similarly found in 39% of children at our hospital who undergo lumbar puncture and are found not to have meningitis or another bacterial infection (unpublished data). Signs or symptoms of meningitis were present in 96% of cases on arrival, and the diagnosis could have been made before an FBC was done. Only four out of eight children with no specific signs of meningitis had a raised WBC, confirming the insensitivity of this test as a predictor of meningitis. 10 A raised WBC may help to identify febrile infants less than 3 months of age at increased risk of bacterial infection." However, children less than 3 months of age were excluded from our study. Classical signs of meningitis (meningism or a raised fontanelle) are absent in more than 50% of these young infants, but other clinical features (irritability and seizures) may help to identify those with bacterial meningitis.12 Our study suggests that an urgent FBC is justified only for those children with meningitis admitted to a PICU. Only 29 of the 190 children included in our study were in this category, implying that an urgent FBC need only be performed in 15% of children admitted with meningitis.
In conclusion, an urgent FBC is often measured in children with bacterial meningitis, but conditions requiring immediate treatment are only found in those admitted to the PICU. The physical signs of coma or a petechial rash are more predictive of outcome or causative organism than FBC results. Analysis of the FBC collected on admission could therefore be delayed if, as often happens, the child is admitted outside normal laboratory hours.
